MALE, aged 28. Admitted to University College Hospital with an extensive pericardial effusion, and collapse of the left lung. The history was that of indigestion for eight weeks with one outbreak, for three days, of severe vomiting, which was followed by persistent dyspncea.
The pericardium was opened under local anaesthesia, and 2i pints of almost pure blood were removed. The effusion gradually recurred, and four weeks later there was a return of the dyspepsia. Again the pericardium was opened, and 3 pints of similar fluid withdrawn. The effusion has since been steadily re-accumulating, but up to the present date, three weeks after the second operation, has given rise to no return of the acute symptoms. Throughout the illness there has been no fever, with the exception of a few days after the first operation.
There is no history of rheumatism, but on admission the heart was in a state of auricular fibrillation, suggesting myocardial inflammation. This ceased soon after the first withdrawal of fluid and has not recurred. There is no evidence of tubercle elsewhere in the body; the pericardial fluid was sterile, but an injection of tuberculin for diagnostic purposes has caused a definite rise of temperature. Neither by X-ray nor by ordinary physical examination could any sign of aneurysm or new growth be detected.
Pericardial friction was heard only before and shortly after the first operation, and it has now ceased. The patient is in fair general health.
DISCUSSION.
Dr. MARTIN added that the chief interest attaching to the case was as to the cause of the condition. The effusion had recurred twice after being removed, and it had now again reached its original degree. He did not think it possible to state the exact cause. There was no evidence, either clinically or by means of X-rays, that the condition was due to aneurysm or to new growth. The only positive evidence obtained was that the patient had given a very marked reaction to the injection of tuberculin, which was given for diagnostic purposes. The reaction was both local and general. The effusion was now considerable again, and he did not know whether draining it would be of any great or permanent benefit.
Dr. JAMES RAE asked how the amount of effusion in this case compared with that in other cases in which there was effusion into the pericardium. He could remember a case of tuberculous pericarditis in which there were two and a half or three pints of effusion, accompanied by severe vomiting, which he explained as due to pressure on the sympathetic nervous system. There was no blood in the effusion, but there was some pyrexia, which later on quietened down. With regard to ha~mo-pericardium, he had seen it stated that the rapid effusion of blood to the extent of 10 oz. into the pericardial sac was fatal. He would be glad to hear the opinion of others on this point. A case of historical interest was that of George II, in whom there was rupture *of the right ventricle, and after death almost a pint of effused blood was in the sac. In addition to the rupture there was discovered a dissecting aneurysm of the aorta.
Arteriovenous Anastomosis for Gangrene due to Syphilitic
Endarteritis.
By H. MORRISTON DAVIES, F.R.C.S. R. F., MALE, aged 46, had noticed pain and discoloration of the middle toe of the left foot since March, 1911. After admission under Mr. Pollard on June 21, he had an attack of delirium tremens. There was dry gangrene of the4 middle toe of the left foot with a line of demarcation round the base. The foot was cold and painful. No pulsation in the tibial arteries; pulsation occasionally felt in the popliteal and well marked in the femoral artery. No gangrene of the right foot, but no pulsation to be felt in the tibial arteries. General conditions otherwise fair; heart slightly hypertrophied; trace of albumin in the urine.
July 3: Amputation of gangrenous toe under gas; wound left open and plugged.
Patient came under my care on August 1, and there was then some discoloration of the great toe and dorsum of foot on the left side. On August 13 a patch of gangrene appeared on the inner side of the fourth and outer side of the second toe. Purple discoloration of the whole of the great toe, over the head of the fifth metatarsal, and over the dorsum of the foot. The whole foot was cold and painful. Amputation wound
